SUMMARY
obstruction presents special problems for the anaesthetist. The recognised solutions to these problems are in most respects contradictory. We report here our management of a patient in whom both conditions existed. This infrequently encountered problem demonstrates the flexibility of neuroleptanalgesia.
CASE REPORT The patient was a 65-year-old male with a long-standing history of chronic obstructive airways disease. A left pneumonectomy for bronchial carcinoma was followed by a persistent broncho-pleural fistula which required rib resection to allow drainage of the pleural cavity. Four months later he presented with intestinal obstruction. At this time he also complained of shortness of breath, a productive cough and an inability to lie flat, because this caused an acute exacerbation of his cough. A chest x-ray revealed a fluid level in the left hemithorax, and plain x-rays of the abdomen showed distended loops of small bowel with many fluid levels. As there had been no improvement after 36 hours of conservative treatment with nasogastric suction and intravenous fluids, it was decided to perform a laparotomy.
Anaesthetic Management. Atropine 0.6 mg intramuscularly was given pre-operatively. On arrival in the anaesthetic room the patient was placed in a semi-recumbent position on the operating table and given droperidol 2.5 mg intravenously. While the patient was breathing 100070 oxygen from a face mask, increments of fentanyl 25 JAg were injected intravenously at intervals of 1-2 minutes until the patient became drowsy, but was still co-operative. Meanwhile surface anaesthesia of the upper respiratory tract was established by spraying the base of the tongue, posterior pharyngeal wall, epiglottis, glottis and upper trachea with 5 ml of 4% lignocaine using a Forrester spray. A right Robertshaw double-lumen endobronchial tube coated with 2% lignocaine jelly was gently inserted and both cuffs inflated. When the airway was secure and the position of the tube checked by auscultation, anaesthesia was rapidly induced by adding nitrous oxide to the inspired gas and further increments of fentanyl (totalling 350 JAg) until the patient no longer responded to command. Pancuronium bromide was given to provide muscle relaxation and anaesthesia maintained with 670/0 nitrous oxide in oxygen. Ventilation was controlled using a Manley ventilator. The patient was then placed supine for surgery, which lasted 45 minutes.
At the end of the operation both sides of the tube were carefully suctioned and the muscle relaxant reversed. The patient was turned on his left side in the semi-recumbent position and the tube removed when he was breathing spontaneously and fully awake. He made a rapid recovery without complications and was discharged home on the tenth post-operative day.
DISCUSSION
In order to ensure adequate ventilation of the right lung and prevent drainage of "space fluid" from the left thoracic cavity into the right lung during anaesthesia in this patient a right endobronchial tube was required.
l A double-lumen endobronchial tube was chosen both because it allowed easiest access to the trachea for suction and because of the authors' prior experience with this type of endobronchial tube. During induction of general anaesthesia in patients with upper intestinal obstruction there is a high risk of vomiting or regurgitation of gastric contents. Normally this hazard is prevented by preoxygenation, rapid intravenous induction with a barbiturate and intubation during cricoid pressure. 2 In the circumstances we judged that rapid induction with a barbiturate in the semirecumbent position would have resulted in postural hypotension. 3 Whilst this could have been avoided by the use of intravenous ketamine, two other problems would have remained. Firstly, the patient's reduced lung capacity would have made it difficult to obtain an adequate oxygen reservoir and secondly, rapid and accurate placing of a right endobronchial tube might have been difficult to achieve during effective cricoid pressure.
Induction of a neuroleptic state and intubation with topical anaesthesia has been advocated as a preliminary to induction of anaesthesia in hypovolaemic patients with a full stomach. 4 ,5 There is a minimal risk of aspiration after topical anaesthesia of the upper respiratory tract because the laryngeal reflexes are not abolished. The lack of decompensatory effect on the cardiovascular system means anaesthesia can be induced in the sitting position which in this case was necessary to prevent space fluid soiling the right lung.
In addition, by maintaining the patient in a state of consciousness where he would breathe spontaneously or in response to commands, it was possible to insert the double-lumen tube, inflate the cuffs and check the position without any risk of the patient becoming hypoxaemic.
Finally the use of a neuroleptanaesthetic technique allowed rapid return to consciousness and protective reflexes at the conclusion of surgery. For these reasons we believe that induction of general anaesthesia in a patient with both intestinal obstruction and bronchopleural fistula can be best achieved with prior endobronchial intubation using neuroleptanalgesia and topical anaesthesia.
